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This case presents a rare cause of potentially fatal acute cardiac
ischemia.
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Figure 1. Coronary angiogram showing severe ostial left main
coronary artery compression (white arrow). Cx, Circumflex artery;
LAD, left anterior descending artery; LMS, left main stem coronary
artery.
Figure 2. Perioperative TEE. Midesophageal short-axis view
showing bronchogenic cyst compressing the left main stem coro-
nary artery (LMS, white arrow).
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osterolateral diaphragmatic hernias (Bochdalek) are a com-
mon congenital anomaly usually presenting in the neonatal
period or infancy. Although well documented, their pre-
sentation in adulthood is uncommon.1-3 We describe the
case of an adult Bochdalek hernia presenting with acute pancreatitis
and intermittent gastric volvulus.
Clinical Summary
A 35-year-old Philippino woman who was congenitally deaf and
mute presented with a 1-day history of upper abdominal pain and
vomiting. There was no history of trauma, and her only medical his-
tory was of childhood asthma. She was noted to have upper abdom-
inal tenderness and reduced air entry and bowel sounds present ine 2008
Brief Communicationsthe left side of the chest. Her initial serum amylase was 778 U/L, and
chest x-ray revealed loops of bowel in the lower left side of the chest
(Figure 1). The patient was treated with intravenous fluids, nasogas-
tric aspiration, and analgesia; however, during the next 2 days, she
became increasingly dyspnoeic requiring intubation and ventilation.
A chest and abdominal computed tomography scan revealed acute
pancreatitis with ascites, a large left pleural effusion with collapsed
left lung, and a left-sided diaphragmatic hernia but no evidence of
intestinal ischemia or perforation. After multidisciplinary discus-
sion, a plan was made to treat the patient conservatively by pigtail
drainage of the ascites and chest drainage of the left pleural collec-
tion, which also had a high amylase content. Initially, the patient
made good progress, with reexpansion of the left lung and success-
ful extubation; however, her condition again deteriorated requiring
reventilation, and she continued to have large nasogastric aspirates.
A further computed tomography scan revealed volvulus and disten-
sion of the stomach, which was treated by immediate endoscopic de-
flation. After failure of conservative treatment, urgent repair of the
diaphragmatic hernia was then planned.
A left thoracolaparotomy was performed revealing a large pos-
terolateral diaphragmatic hernia and a collapsed but normal left
lung. The stomach, omentum, transverse colon, and loops of small
intestine were found in the left side of the chest. The patient was
also noted to have congenital asplenia. The contents of the hernia
were reduced into the abdomen, and the defect was repaired using
a composite Prolene/polytetrafluoroethylene mesh patch (Figure 2).
The patient had a good postoperative recovery and was extu-
bated on day 2. After a period of postoperative ileus, she was dis-
charged. The postoperative chest x-ray findings were normal.
Discussion
The incidence of Bochdalek hernias is said to be from 1 in 2200 to
12,500 live births, and they are more common on the left side.3 They
result in a posterolateral defect caused by incomplete muscular for-
Figure 1. Chest x-ray revealing loops of bowel in the left side of
the chest.The Journal of Thormation of the diaphragm in the region where the pleuroperitoneal
membrane and septum transversum fuse.1
Although Bochdalek hernias are uncommon, adults presenting
with complications ofBochdalek hernia, such as strangulation, incar-
ceration, or volvulus of the stomach, are well documented. A presen-
tation with acute pancreatitis, however, is rare, and we found few
reports. In one case, a gastric volvulus in a Bochdalek hernia in-
cluded the tail of the pancreas resulting in pancreatitis.4 Our case,
on the other hand, had a resemblance to a case reported by Cuschieri
andWilson,5 in that the pancreas itself was not found among the her-
nia contents during any stage.No other obvious cause for pancreatitis
(eg, gallstones or alcohol abuse) was evident.We therefore speculate
that the pancreatitis was caused by traction after acute distension of
the stomach and subsequent volvulus. Perhaps congenital asplenia in
our patient may have further predisposed her to this mechanism.
We initially tried to reduce the hernia and treat type 2 respiratory
failure by drainage of pleural and ascitic fluid, together with positive
pressure ventilation. This conservative approach failed. Thus, we
believe that acute pancreatitis in a setting of a diaphragmatic hernia
with respiratory compromise is an indication for urgent repair.
Precise timing of surgery should be carefully reviewed, as dic-
tated by the clinical status of the patient. The risk of surgery may
be high during the immediate phase of pancreatitis. Delaying surgery
may prolong lung collapse with its associated sequelae and risk re-
peated bowel herniation. A multidisciplinary approach among the
general surgeon, intensivist, and cardiothoracic surgeon is advised.
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Figure 2. Photograph of diaphragmatic repair using Prolene/poly-
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